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Abstract 
 
Background: Solid tumor cancer patients who have completed chemotherapy with curative 
intent experience psychological distress. As a result these patients experience poorer quality of 
life (QOL), emotional vulnerability and unnecessary emotional suffering. 
Purpose: To determine whether the implementation of a nurse driven psycho-oncological 
educational session decreases psychological distress levels and improves QOL among solid 
tumor cancer patients who have received and completed chemotherapy with curative intent. We 
hypothesized that (1) psycho-oncological education would reduce psychological distress and (2) 
psycho-oncological education would improve quality of life among solid tumor cancer patients 
that have received or completed chemotherapy with curative intent. 
Methods: A randomized clinical trial (RCT) consisting of 28 eligible patients at Sibley 
Memorial Hospital was used to compare the effect of psycho-oncological education to standard 
care in reducing psychological distress and improving quality of life.  The intervention group 
received one 60 minute session of psycho-oncological education. The comparison group received 
standard care only which included a general information session offered prior to any treatment 
which addressed broad side-effects of treatment, an overview of the treatment process and 
identification of additional resources. Participants were assessed for psychological distress and 
QOL levels at baseline and two weeks after the intervention.   
Evaluation: The data was cleaned, coded and checked for normality of distribution and outliers. 
Since there was no missing data we did not need to use multiple imputation. Bivariate 
correlations were run on all variables to assess for significant associations. Descriptive statistics 
(frequencies, means, and standard deviations) were used to describe the demographics of the 
sample. Inferential statistics included independent and paired t-tests and stepwise multiple 
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regression to test the hypotheses.  While an independent t-test was used to test for pre-existing 
differences between groups, paired t-tests were used to evaluate within group pre to posttest 
differences. An independent t-test was also used to test for posttest differences between groups.   
For all statistical analyses, the level of significance was set at p <0.05.  
Clinical Implications: This project provided pilot data for planning a larger psycho-oncological 
educational program that filled a recognized need for patients at Sibley Memorial Hospital. 
Recommendations from The National Guidelines for Distress Management advise screening 
patients at times of vulnerability especially at treatment termination (NCCN, 2014). In addition, 
at the beginning of this year, the American College of Surgeons’ Commission on cancer now 
requires providers to evaluate and treat patients for psychological distress in order to meet 
accreditation standards. This project may have helped to achieve and further these 
recommendations and requirements. Further, the data derived from this project may influence 
future cost savings for the organization associated with decreased telephone triage calls, 
decreased readmission for poor self-management of late effects, and decreased psychological 
/psychiatric treatments for severe distress. The outcome of this project related to the primary 
variable psychological distress, resulted in a statistically significant reduction of psychological 
distress in solid tumor cancer patients who have received and completed chemotherapy with 
curative intent. Although this project was unable to produce statistically significant improvement 
in quality of life post-intervention, it should be noted that the study was not powered on this 
secondary aim and that the participants rated themselves at baseline with high quality of life 
levels.  
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Problem Identification and Significance 
 
According to the America Cancer Society this year alone approximately 1,665,340 
people will be diagnosed with cancer in the United States (American Cancer Society, 2014). 
From a global perspective more than 12.6 million patients are diagnosed with cancer worldwide 
(Hollingsworth et al., 2013). As a result of these statistics there lies a significant need to 
understand and address the complex symptomology that corresponds with such a diagnosis. 
Amongst the many symptoms associated with a cancer diagnosis, psychological distress and 
poor quality of life seem to be the most salient. Despite the advances in early detection, increased 
treatment effectiveness and optimal symptom management, cancer patients remain vulnerable to 
psychological distress. The National Comprehensive Cancer Network (NCCN) projected that 
about one-third of all patients diagnosed with cancer experience psychological distress 
(Managing Stress and Distress, 2014). At the time of this writing, the dollar cost associated with 
psychological distress and poor quality of life among cancer patients is unknown and more 
research is needed in this area.  
Oncologists, oncology nurses and other interdisciplinary team members are often tasked 
with managing an abundance of physiological symptoms relevant to chemotherapy side effects, 
radiation and surgical procedures, so that little time is spent on addressing psychological distress 
and poor quality of life.  Psychologically distressed persons seek more medical services, have 
more difficulty making decisions, are less adherent to their treatment regimens, and are less 
satisfied with their medical care (Holland, 1999).  Elevated levels of psychological distress have 
been linked with reduced-health related quality of life (QOL) (Shim, Shin, Jeon & Hahm 2008). 
In this population the management of visible, likely, and reportable physical symptoms take 
precedence.  In order to adequately contend with this issue it will rest on the clinician’s ability to 
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implement psychological distress management interventions to reduce psychological distress and 
improve quality of life.  
A literature search was conducted through the following databases: Cumulative Index to 
Nursing and Allied Health Literature (CINAHL), PubMed and TRIP. The primary search terms 
used generate evidence were cancer, distress, quality of life, oncologic nursing care, psycho-
oncological and oncologic care education. Studies were included if: (1) they evaluated psycho-
educational interventions aimed to address distress and quality of life, (2) included patients with 
cancer, and  (3) examined this phenomenon in adults with cancer. There were no limitations or 
criteria for the type or stage of cancer in the studied population. A filter was used to include 
sources only from the English language however; no filters for geographic location were applied 
in the search. Since the United States health system as a whole is not ranked as one of the top ten 
highly regarded health systems and the mortality and morbidity rates are disappointingly high, 
there is a significant advantage to evaluating health care interventions from other countries and 
geographic locations.  Articles within a 8-year search span (2007-present) were included. 
Unpublished manuscripts (abstracts/dissertations) and grey literature were excluded. The search 
results included only randomized control trials and specific literature that addressed psycho-
oncological education, psycho-oncological interventions and psycho-education.  A total of 146 
potentially relevant studies were identified.  Following complete appraisal, 11 RCTs on psycho-
oncological educational interventions were qualified and reviewed. Of note, I was able to 
identify a paucity of articles (4) that identified factors that influenced psychological distress in 
this patient population. Among these four articles, age was consistently noted as a factor that 
might impact psychological distress in this population. Therefore age was included as a primary 
covariate of interest.  
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Definitions 
Psychological distress is defined as “an unpleasant experience of an emotional, 
psychological, social, or spiritual nature that interferes with the ability to cope with cancer 
treatment (NCCN, 2014).  It extends along a continuum, from common normal feelings of 
vulnerability, sadness, and fear to problems that are disabling, such as clinical depression, 
anxiety, panic, and feeling isolated or in a spiritual crisis” (Holland & Alici, 2010).   
Solid tumor cancer is defined as a malignant abnormal mass of tissue that usually does 
not contain cysts or liquid areas (NCI, 2014).  
Psycho-oncological education is defined as education that is geared toward the 
psychological, social and behavioral factors that impact on cancer risk and survival (Holland, 
2003). It is specialized education that consists of psychosocial endeavors with an aim to create 
terminal behavior change in cancer patients and their families (Dastan & Buzulu, 2012).  
Quality of Life (QOL) is defined as a patient’s subjective evaluation of all dimensions of 
their health experience, including physical health, psychological state, level of independence, 
social relationships, personal beliefs, and their relationship to salient features of the environment 
(Hersch, Juraskova, Price & Mullan, 2009). 
Evidence Appraisal & Implications 
 
This section will discuss the findings and limitations of the appraised evidence. Most 
findings support the use of psycho-oncological education to reduce psychological distress and 
improve quality of life. Among the 11 studies reviewed all were randomized control trials. Nine 
of these studies addressed the impact of psycho-oncological education on psychological distress 
and two addressed the impact of psycho-oncological education on quality of life. (See table 1). 
The majority of these studies (8 out of 11) had a population that had been diagnosed with breast 
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cancer. The remaining three studies included patients having prostate cancer (1), cancer of the 
gastrointestinal tract, lungs and genitourinary tract (1) and patients with any type of cancer (1).  
Factors that Affect Psychological Distress 
 
Findings from three separate studies suggest that age (ie, older cancer patients) and those 
suffering from significant fatigue may better predict psychological distress than other symptoms 
among cancer patients (Valdes-Stauber, Vietz & Kilian, 2013), (O’Hea et al., 2014), &  (Jones & 
Greenwood, 1994 ).   Valdes-Stauber, Vietz & Kilian (2013) explored the impact of clinical 
conditions and social factors on the psychological distress of cancer patients.  With a sample size 
of 290 participants, a multidisciplinary team comprised of two psychologists, a psychiatrist and 
an art therapist aimed to identify the characteristics and group differences of cancer patients 
treated in a rural general hospital as well as predictors for psychological distress (Valdes-
Stauber, Vietz & Killian, 2013). All patients were assessed by means of the Psycho-Oncological 
Basic Documentation expert rating scale. Fatigue, age, metastasis status, and functional 
limitations were the best predictors of psychological distress compared to pain, duration of 
illness, psychosocial conditions or previous psychiatric treatment (Valdes-Stauber, Vietz & 
Killian, 2013).   
In a qualitative study conducted by Jones & Greenwood (1994) researchers evaluated the 
causes of patient distress in breast cancer patients. Among 26 women interviewed, the most 
frequent distressing situations identified included depression, weakness and tiredness after 
treatment (Jones & Greenwood, 1994).   
O’Hea et al., (2014) conducted a randomized control trial to better understand the 
predictors of psychological distress and interest in mental health services in individuals with 
cancer. Eight hundred and thirty-six patients from three comprehensive cancer centers in the 
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Northeastern United States completed two computerized psychosocial assessments. Findings 
suggest that younger women were more distressed than older women as a result of pain and 
fatigue (2014).     
Effects of psycho-oncological education on psychological distress 
 
Among nine studies reviewed on the effects of psycho-oncological education on 
psychological distress, five studies involving nurses as interventionists addressed the impact 
of psycho-oncological education on psychological distress among cancer patients. In a 
randomized trial of 76 Turkish women receiving care for breast cancer, nurse delivered 
psycho-oncological education increased levels of fighting spirit and decreased helplessness, 
hopelessness, anxious pre-occupation, and fatalism (Dastan & Buzlu, 2012). Two Norwegian 
Hospitals evaluated a psycho-oncological educational intervention, delivered by a 
multidisciplinary team including a nurse, surgeon, physiotherapist and a volunteer, on distress 
in 367 women with early stage breast cancer. The intervention was found to improve 
emotional distress and coping over time (Bredal et al., 2014).  
Another multisite study conducted in the New York Metropolitan area evaluated a 
psycho-education intervention delivered by nurses via video to 249 breast cancer patient-
partner dyads (Budin et al., 2008). The educational intervention was noted to lessen 
psychological distress and enhance adjustment outcomes. Jones and colleagues (2013) 
conducted a study through a multi-disciplinary delivery approach including social workers, 
rehabilitation services, nutritionists and nurses.  A single session of group psycho-education 
was provided to 442 Canadian women with early stage breast cancer. Although there was no 
significant effect on distress, researchers believe that these findings may be attributed to a 
result of overall low distress scores at baseline (Jones et al., 2013). Further, Jones and 
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colleagues postulate that psycho-education is a first step approach to supportive care for 
women at the end of breast cancer treatment and has the potential to reach a high percentage 
of women completing adjuvant treatments. Next steps included exploring the possibility of 
delivering the curriculum through interactive e-technologies and adding booster sections 
(Jones et al., 2013). 
A study conducted in East Australia evaluated the psycho-educational intervention on 
distress in patients with prostate cancer.  Seven-hundred-forty men were randomized to a 
telephone-based, nurse-delivered psycho-educational intervention.  It was noted that younger 
men with higher incomes and education showed positive intervention effects for cancer-
specific distress and mental health (Chambers et al., 2013).   
Among the remaining four studies, psychologists, psychiatrists, or paraprofessionals 
delivered the psycho-oncological educational intervention. In a study of 203 French women 
with early stage breast cancer, the impact of a psycho-educational intervention delivered by 
both psychologists and psychiatrists was evaluated. A great reduction of negative effects and 
improvement in positive effects and quality of life was noted (Dolbeaut et al., 2009). A 
collaborative study, including the departments of surgery, medicine and the comprehensive 
cancer center at Ohio State University, offered psychologist delivered psycho-education to 
227 women with breast cancer. The psycho-educational intervention was found to have both a 
direct and indirect effect by lowering patients’ emotional distress (Anderson et al., 2007). 
 In the outpatient center of Seoul National University Cancer Hospital in Seoul Korea 
the impact of psycho-education on distress was evaluated. Thirty-six patients of any gender 
with any type of cancer received the educational intervention which was delivered by a tablet 
PC.  Compared to the controls the intervention group showed a superior 3-week clinical 
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trajectory regarding score changes of the HADs, which was a measure of distress (Lee et al., 
2014). Finally, Ashing and Rosales (2014) conducted a randomized control trail on psycho-
education and it impact on depressive symptoms in 199 Latina breast cancer patients. The 
education was delivered by paraprofessional interventionist via telephone. The intervention 
outcomes document an eight-point reduction in distress reaching both statistical and clinical 
significance (Ashing & Rosales, 2014). Overall, the findings suggest that psycho-oncological 
education delivered by a variety of healthcare professionals including nurses, reduced 
psychological distress among cancer patients 
Effects of psycho-oncological education on quality of life 
 
Among the studies reviewed, two examined the effect of psycho-oncological 
education on quality of life. An academic center in collaboration with a regional cancer center 
in the southeastern part of the United States evaluated the face-to-face, nurse-led intervention 
on quality of life among 256 breast cancer survivors (Meneses, McNees, Loerzel, Su, Hassey, 
2007). While there were no differences in QOL at baseline, the experimental group reported 
improved QOL at three months and continued maintenance of QOL at six months whereas the 
control group reported a decline in QOL by three months. 
In the second study, a National Cancer Institute designated comprehensive cancer 
center in New Hampshire evaluated the effects of psycho-education on quality of life in 322 
patients with lung, gastrointestinal, breast, or genitourinary tract cancers. The multi-
component educational intervention was delivered by advance practice nurses. Compared to 
participants receiving usual care, those receiving the intervention had higher scores for quality 
of life and mood (Bakitas et al., 2009).Overall, based on the studies reviewed, using a psycho-
education intervention is effective in improving quality of life in solid tumor cancer patients.  
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Summary of findings and implications for Sibley Memorial Hospital  
The findings of studies reviewed support the clinical importance and relevance of 
offering psycho-oncological education as a successful intervention in trying to reduce distress 
and increase quality of life in solid tumor cancer patients. As a standard at Sibley Memorial 
Hospital, there were no psycho-oncological educational classes for patients with solid tumors 
who had completed curative intent chemotherapy treatment.  As a regular approach for support, 
patients at Sibley were able to contact triage via telephone to address any physical, psychological 
or adherence issues all of which could have be addressed through psycho-oncological education 
at the completion of chemotherapy treatment. In fact, this intervention could have produced cost 
savings through the reduction of symptom exacerbation related readmissions.   Although Sibley 
and most other cancer centers offer psychological counseling for cancer patients referred to 
social workers by oncologists or nurses, I was unable to find any standardized psycho-
oncological educational classes offered to all cancer patients regardless of whether or not they 
were experiencing psychological distress. Further the National Comprehensive Cancer Network 
(NCCN) Guidelines for Distress Management advise addressing psychological distress at times 
of vulnerability especially treatment termination (NCCN, 2014).  The primary aim for this project 
was to determine among solid tumor cancer patients who have received or completed 
chemotherapy with curative intent if:  
(1) Psycho-oncological education would reduce psychological distress. 
a. Hypothesis 1. Psycho-oncological education will reduce psychological distress. 
The secondary aim for this project was to determine among solid tumor cancer patients who have 
received or completed chemotherapy with curative intent if:  
(2) Psycho-oncological education would improve quality of life.  
a. Hypothesis 2. Psycho-oncological education will improve quality of life.  
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Thus, the intent of this project was to provide pilot data for planning a larger psycho-oncological 
educational program that fills a recognized need for this patient population at Sibley Memorial 
Hospital. 
Gaps 
  Among the studies evaluating the effect of psych-oncological educational interventions, 
most of the studies addressed the effects of psycho-education program on patients with mainly 
breast cancers. Only one study addressed the psycho-oncological education interventions among 
patients with prostate cancer. One study addressed the psycho-oncological education intervention 
in patients with lung, gastrointestinal and genitourinary track cancers and one study addressed 
the psycho-educational intervention in patients with any cancer type. Since, however, solid 
tumor cancer is not limited only to patients with breast cancer there is a need to include other 
solid tumor cancer patients who have completed chemotherapy with curative intent and are 
experiencing psychological distress and poor quality of life.  
Because several studies that identified nurse interventionists for this psycho-oncological 
intervention, I was able to assess if I could translate this research into practice and implement a 
nurse driven program at Sibley Memorial Hospital. The majority (6) of the psycho-oncological 
educational interventions delivered in the studies reviewed was carried out with a 
multidisciplinary team approach but only five of the studies identified the nurse as the sole 
interventionist. A crucial gap identified is the need to increase the number of psycho-oncological 
educational nurse interventionists to help address this issue. Given the in-depth level of expertise 
with treatment delivery and symptom management and the trusting nature of the nurse-patient 
relationship, the logical approach to addressing this problem is to include more nurses to assist 
with incorporating psycho-oncological educational interventions.  This approach will not only 
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enhance the psychosocial support and improve quality of life for patients, but provide an 
opportunity for the nurses to offer more comprehensive care for patients.  
Link Between Current Literature and Project Idea 
 
The emotional consequences of a cancer diagnosis are known to cause physiological and 
psychological distress Hollingworth et al., 2013). Meaningful interventions are essential to 
address the complexities of psychological distress and improve overall quality of life. Despite its 
known benefits, psycho-educational interventions among cancer patients are not universally 
offered to all solid tumor cancer patients. There is a need to create a practice change at the 
organizational level. Such an approach will serve as a mechanism to propel this evidence-based 
intervention into practice. A direct benefit to the participants in this project was receiving 
psycho-oncological education, which may reduce psychological distress levels and improve 
quality of life. This nurse-driven intervention is a first step toward improving psychological well-
being and quality of life among all solid tumor cancer patients at Sibley Memorial Hospital.  
Impact on population 
Emerging research suggests that addressing psychological distress not only enhances 
quality of life but may also be associated with improved cancer outcomes (Pirl et al., 2014). At 
the beginning of 2015, the American College of Surgeons Commission on Cancer required 
cancer centers to implement treatment programs as a new criterion for accreditation (Pirl et al., 
2014). Accreditation is granted only to the facilities that have voluntarily committed to provide 
the best in cancer diagnosis and treatment and can comply with established treatment standards. 
(ACOS, 2012). Other professional groups including the NCCN have endorsed psychological 
distress management as a standard of practice for high-quality cancer care (Stokowski & 
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Forsythe, 2014). Implementing interventions that standardize psychological distress screening 
and management within the organization can improve patient outcomes for all solid tumor cancer 
patients and reduce cancer care costs (Tyler, 2013).  Interventions to alleviate cancer-related 
psychological distress can result in cost savings (Carlson & Bultz, 2004). The relevance and 
significance of providing psycho-oncological education, as a measure to address psychological 
distress, has been established from the best available evidence. This project meets the critical 
need to incorporate psychological distress management for this patient population. After a needs 
assessment specific to the outpatient oncology center at Sibley Memorial Hospital, it was noted 
that primarily breast cancer patients were receiving some survivorship support; however, the 
need existed to support and provide distress screening and psycho-oncological education to all 
solid tumor cancer patients who have received and completed chemotherapy with curative intent. 
Purpose 
 
The goal of this project was to implement and evaluate the effects of a nurse-delivered 
psycho-oncological education program on psychological distress and quality of life in solid 
tumor cancer patients who have received and completed chemotherapy with curative intent.  
Methods/Implementation 
 
The intent of this section is to provide an overview of the theoretical framework, project 
design, sample, sample size, setting, measures, procedures, and evaluation methods. Specific 
concentration on obtaining consent and maintaining confidentiality are discussed.   
Framework 
The theoretical framework that was used in this project is Roy’s Adaptation Model. The 
Roy’s Adaptation Model presents the person as a holistic adaptive system in constant interaction 
with internal and external environment with the goal of nursing to foster adaptation. Major 
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concepts within this theory include adaptation, person, environment, health and nursing.  
Adaptation is the primary concept of interest in this model; it is the dynamic process whereby 
people use conscious awareness and choice to create human and environmental integration 
(Rogers & Keller, 2010). With the intent to initiate a successful coping process that leads to 
adaptation, a psycho-oncological program will be implemented. The goal of the intervention is to 
eliminate or reduce psychological distress and improve quality of life among solid tumor cancer 
patients, hence promoting adaptation to the environment. (See Figure 1) 
Project Design 
 
A randomized clinical trial (RCT) was used to compare the effect of psycho-oncological 
education to standard care in reducing psychological distress and improving quality of life.   
Sample 
 
Despite the accessible population at the cancer center which includes mixed disease, male 
and female non-race specific newly and multiple diagnosed liquid/solid tumor cancer patients 
with staging ranging from TX-T4, with and without lymph node involvement and with and 
without metastasis, our target population was a sample of male and female, non-race specific 
solid tumor cancer patients that have received and completed chemotherapy with curative intent. 
The inclusion criteria consisted of male or female non-race specific solid tumor cancer patients 
eighteen years old or older who have received and completed treatment with curative intent. The 
exclusion criteria for this project consisted of patients: 1) with a diagnosis of cancer prior to the 
cancer for which the patient is currently being treated, 2) Distress Thermometer score of 8 or 
greater, because those above 8 would need a psychiatric referral, 3) diagnosed psychiatric 
disorder, since these patients might have had significantly different responses to the survey than 
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those without psychiatric disorders, 4) diagnosed with lymphoma or leukemia since based on an 
organizational needs assessment it was noted that the primary population of need for this 
intervention is individuals with solid tumors, and 4) in need of immediate crisis support. 
Sample Size 
 
We used the primary aim, to determine if psycho-oncological education would reduce 
psychological distress among solid tumor cancer patients with curative intent, in order to 
determine sample size. We hypothesized that the intervention group would have a -2 point 
change in the Distress Thermometer score from pre-test to post-test, while the control group 
would have no change.  We used a change score T-test and assumed moderate correlation 
between pre-test and post-test (R2=.50) and minimal selection bias (Rxg=.10).  We calculated that 
14 patients were needed in each group to detect this -2 point difference with 80% power. Power 
was calculated in SAS 9.3 according to Oakes and Feldman, 2001. Although we did not 
anticipate any dropout, a very low dropout rate of only 2% could have influenced our outcome; 
therefore we planned recruit 50 people to sufficiently address this concern.  
Setting 
 
The project took place at a Sibley Memorial Hospital in Washington, DC. Specifically, in 
their ambulatory outpatient cancer center, the providers at Sibley Memorial Hospital saw 
approximately 8-10 solid tumor cancer who received curative treatment per month.  This 
population was identified through a needs assessment process specific to the outpatient oncology 
center. This population was ideal and represented the closest perspectives to the phenomenon of 
interest.  Every effort was made to recruit from this aggregate. Resources that were available at 
Sibley Memorial Hospital included primary oncologists; primary oncology nurses, radiation 
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oncologists, pain and palliative care specialists, a pharm D, pastoral care representatives, a 
nutritionist, an adult psychiatric mental health-clinical nurse specialist and a social worker. I met 
with the identified stakeholders (primary oncologists, solid tumor cancer patients, administrators 
of the cancer center, clinical staff, director of education, training & research, primary oncology 
nurses and caregivers) as a measure to finalize plans for this project. 
Measurement tools 
 
The independent variable in this project was the nurse-delivered psycho-oncological 
education program.  The primary variable in this study was psychological distress, which was 
measured on the Distress Thermometer developed by the National Comprehensive Cancer 
Center NCCN and the secondary variable in this study was Quality of Life, which was measured 
by the WHOQOL-BREF questionnaire provided by the World Health Organization (See 
Appendices A & B).   
The Distress thermometer is a reliable and valid pre-established tool developed by the 
NCCN to measure psychological distress. It is a self-report measure using an 11-point scale from 
0 (no distress) to 10 (extreme distress); on the same page is an associated problem checklist, 
which queries whether the indicated level of distress is related to practical, family, emotional, 
spiritual or religious or physical concerns (Fulcher & Gosselin-Acomb, 2007, 818). The Distress 
Thermometer has been found to perform well in a range of languages and across a number of 
cancer types (Chambers, Zajdlewicz, Youlden, Holland, & Dunn, 2014). The receiver operating 
characteristic (ROC) that DT cutoff score of 4 yielded an AUC of 0.83 with the greatest 
sensitivity (0.87) and specificity (0.72) (Tang, Zhang, Pang, Zhang & Song, 2011). These 
researchers further note that the DT has acceptable test-retest reliability (r=0.800, P=0.000); 
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hence, this data shows that the DT has acceptable overall accuracy and reliability as a screening 
tool for testing distress severity and specific problems causing distress in cancer patients.  
The World Health Organizations Quality of Life Questionnaire (WHOQOL-BREF) is a 
generic, multidimensional and trans-cultural measure for the assessment of QOL (Paredes, 
Simones & Canacarro, 2010).  This instrument has 24 facets and represents six domains related 
to QOL; each domain on the scale is represented by four questions (Paredes, Simones & 
Canacarro, 2010). One study noted the Cronbach alpha for the WHOQOL-BREF tool to be 0.701 
(Najafi, Sheikhvatan, Montazeri & Sheikhfathollahui, 2009).  According to Paredes et al (2010) 
the WHOQOL-100 is a reliable and valid instrument for the assessment of QOL in patients with 
cancer.  In this project, we only used one question from the WHOQOL-BREF which was “how 
would you rate your quality of life.” 
Procedures 
 
After IRB approval was obtained from Sibley Memorial Hospital and Drexel University, 
a convenience sample of patients was recruited by provider referral.  As an employee with 
regular access to this data I conducted a chart review of referred patient charts, which was used 
to determine patient eligibility after they completed their final chemotherapy session and signed 
an informed consent. All patients were within eight weeks of completing chemotherapy.  
After consent was obtained, information on eligibility and participant demographics was 
collected. The study team evaluated psychological distress using the NCCN Distress 
Thermometer (DT). Patients who scored seven or less on the DT was eligible to receive psycho-
oncological education. Those who scored eight or more were referred to the social worker for 
acute psychiatric care. In addition to the social worker, the primary oncologist of any patient who 
scored eight or more on the DT was notified.  Quality of life was evaluated using the WHOQOL-
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BREF questionnaire, specifically the first question which asked “how would you rate your 
quality of life. ”  Participants were assessed for psychological distress and QOL levels at 
baseline, prior to the intervention, and two weeks after the intervention.  
Once patients met the eligibility criteria, they were randomized to the treatment or control 
group. Randomization occurred through the use of an online random number generator tool.  
After randomization, the treatment group participants received one psycho-oncological 
educational session lasting 60 minutes and the control group participants received standard care 
by meeting with a nurse practitioner, who reviewed a symptom checklist during their fifteen 
minute session. The intervention was offered in the form of face-to-face presentations followed 
by a question-answer period.  
The psycho-oncological educational intervention included 60 minutes of face-to-face 
education on stress management, late effects to include fatigue and emotional difficulties, and 
social reintegration (See appendix C). A question-answer period was provided at the end of the 
session. Standard care included meeting with the nurse practitioner, who completed a symptom 
checklist and identified additional resources such as a nutritionist, a social worker, pastoral care 
and palliative care.  
The span of time allotted for this project ran over the course of approximately eleven 
months. During the first two months an organizational needs assessment and meetings with the 
leadership was conducted. Months three through five were slotted for the obtaining IRB 
approval, introducing the project and providing in-services to clinical staff, who were affected by 
the project. Months six through eight consisted of obtaining consent from potential participants, 
implementation of the psycho-oncological education intervention, and data collection. Data 
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analyses and interpretation of results occurred during months nine and ten. The final month of 
this project, month eleven, was slated for the dissemination of the evidence. 
Evaluation 
 
Data collection. Data collection included gathering baseline data to include 
demographics and cancer type, and post-intervention data using the self-reporting approach for 
both the treatment and control groups. The DT and WHOQOL-BREF measurement tools were 
used to assess the key outcomes of the intervention. Both measurement tools were converted to 
electronic surveys and administered from a central database called Qualtrics. Once the surveys 
were completed the data was stored in Qualtrics in a private account developed specifically for 
this project.  
Data Analysis. The data was cleaned, coded, and checked for shape of distribution and 
outliers. Descriptive statistics and bivariate correlations were run on all data. Descriptive 
statistics included frequencies, means and standard deviations. Inferential statistics included 
independent and paired t-tests, and stepwise multiple regression to test the hypotheses. An 
independent t-test was used to test for pre-existing baseline and posttest differences between 
groups and paired t-tests were used to evaluate within group pre to posttest differences. There 
was no missing data; hence, we did not have to use multiple imputation. SPSS statistical 
software version 22 (SPSS, Armonk, NY, USA) was used during analysis.  
Covariates. As noted in the literature review, age was found to have a significant 
impact on psychological distress in cancer patients. In fact, after summarizing the expression of 
three separate studies, findings suggest that age may better predict psychological distress than 
other symptoms (Valdes-Stauber, Vietz & Kilian, 2013), (O’Hea et al., 2014), &  (Brown, et al., 
2003).  Therefore age was added as a covariate with multiple regression. 
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Results 
The focus of this section is to present the results of the quantitative analyses that addressed 
the aim of this project. First, descriptive statistics are presented with demographic information 
and baseline descriptive statistics of the study variables. This is followed with inferential 
statistics including the results of the paired and independent t-tests and stepwise multiple 
regression to address the aims of the project.  
Prior to conducting the statistical analyses to address the aims and hypotheses of the study, 
normality testing of the study variables was conducted and found that the data followed a normal 
distribution.  Through generating scatter plots of each of the study variables we were able to test 
the assumption that no outliers existed and found there were no abnormalities. Testing for 
homoscedasticity of errors or equality of covariance was conducted using the Levene’s test and 
found the assumption of homoscedasticity of errors was not violated. 
Participant Demographics 
The sample consisted of 28 solid tumor cancer patients who received and completed 
chemotherapy with curative intent; 14 were in the intervention group and underwent a 60-minute 
session of psycho-oncological education, while the other 14 were in the control group and 
received standard care only.  Baseline data of the categorically measured demographic 
information are summarized in Table 2. 
Regarding the gender of the 14 solid tumor cancer patients in the intervention group, the 
majority (12; 85.7%) were females. More than half or nine (64.3%) of the 14 solid tumor cancer 
patients were aged 35 to 54 years old, and there were three (21.4%) above 65 years old. Four 
(28.6%) solid tumor cancer patients completed a four-year college degree, another four (28.6%) 
solid tumor cancer patients completed a master’s degree, and another four (28.6%) solid tumor 
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cancer patients completed a professional degree (JD, MD). The majority (11; 78.6%) of the 14 
solid tumor cancer patients were married. 
Regarding the gender of the 14 solid tumor cancer patients in the control group, the 
majority (11; 78.6%) were also females. Five (35.7%) of the 14 solid tumor cancer patients were 
aged 35 to 54 years old, five (35.7%) of the 14 solid tumor cancer patients were aged 55 to 64 
years old, and four (28.6%) were above 65 years old. Five (35.7%) solid tumor cancer patients 
completed a four-year college degree, and another 5 (35.7%) solid tumor cancer patients 
completed a master’s degree. More than half (8; 57.1%) of the 14 solid tumor cancer patients 
were married.  There were no significant baseline demographic differences between groups. 
The baseline comparison of psychological distress showed that pretest mean and standard 
deviation scores [M (SD) = 5.86, (2.21)] were higher in the intervention group than the pretest 
scores [M (SD) = 4.00, (2.24)] in the control group (P = 0.000). This means at baseline the 
participants in the intervention group experienced more psychological distress than the control 
group prior to the intervention. The baseline comparison of QOL showed that the pretest mean 
and standard deviation [M (SD) = 4.71, (.61)] were similar to the baseline mean scores and 
standard deviation [M (SD) = 4.79, (.43)] in the control group; hence scores were not 
significantly different between groups (P = 1.00). This means that there were no significant 
differences at baseline for QOL between the intervention and control groups prior to the 
intervention. 
Table 2 
Baseline Comparison of Demographic Information and Study Variables  
  
   
Intervention Control P value 
    N (%) N (%)  
Gender Male 2 (14.3) 3 (21.4) .637 
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Female 12 (85.7) 11 (78.6)  
Age 26-34 1(7.1) 0.0  
35-54 9 (64.3) 5 (35.7)  
55-64 1(7.1) 5 (35.7) .147 
65 or over 3 (21.4) 4 (28.6)  
Highest level 
of education 
completed 
Some college 1 (7.1) 0  
2-year College Degree 0 1 (7.1)  
4-year College Degree 4 (28.6) 5 (35.7)  
Master’s Degree 4 (28.6) 5 (35.7) .580 
Doctoral Degree 1 (7.1) 1 (7.1)  
Professional Degree (JD, 
MD) 
4 (28.6) 2 (14.3)  
Marital status Single 1 (7.1) 3 (21.4)  
Married 11 (78.6) 8 (57.1)  
Divorced 2 (14.3) 2 (14.3) .855 
  Widowed or Never married 0 1 (7.1)  
 
Psychological 
Distress  
 
 
M(SD) 
5.86 (2.21) 
 
 
4.00 (2.24) 
 
 
.000 
Quality of 
Life  
 
M(SD) 
4.71 (0.61) 
 
4.79 (0.43) 
 
1.00 
 
Inferential Statistics 
 
 T-tests and stepwise multiple regression were used to test the hypotheses. A paired t-test 
was used to compare the within group differences and an independent t-test was used to compare 
between group differences. If the independent t-test found significant differences, then a stepwise 
multiple regression was run. 
Paired t-test  
A paired t-test was used to compare within group differences on psychological distress 
levels and the quality of life measures of the solid tumor cancer patients who underwent the 
intervention of 60-minute session of psycho-oncological education.  A level of significance of 
0.05 was used in the statistical analyses.  
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The results of the paired t-test, which determined the within group differences of the 
pretest and posttest scores of the psychological distress levels and quality of life measures of the 
solid tumor cancer patients who underwent the intervention of 60-minute session of psycho-
oncological education are presented in Table 3. The mean scores and standard deviation for the 
pre [M (SD) = 5.86 (2.21)] and post [M (SD) = 3.36 (1.69)] scores were significantly different (P 
= 0.000). Specifically, the mean difference showed that the posttest scores of psychological 
distress levels of the solid tumor cancer patients were significantly lower by 2.50 compared to 
the pretest score. This means that the psychological distress levels of the solid tumor cancer 
patients were significantly lower after they underwent the intervention of 60-minute session of 
psycho-oncological education. The results of the paired t-test on QOL showed there was no 
statistically significant difference in the means and standard deviations of the pre [M (SD) = 
4.71(.611)] and posttest [M (SD) = 4.93(.267)] scores (P =.082).  
In addition to evaluating the pretest and posttest scores for differences in the intervention 
group, we used a paired t-test to evaluate pretest to posttest differences in the control group. This 
analysis determined whether the psychological distress levels and the quality of life measures of 
the solid tumor cancer patients improved after undergoing standard care only. A level of 
significance of 0.05 was also used in the statistical analysis. 
The results of the paired t-test to determine the differences of the pretest and posttest 
scores of the psychological distress levels and quality of life are also presented in Table 3.  The 
pretest score on psychological distress [M (SD) = 4.07(2.64)] and the posttest score [M (SD) 
=5.07(2.76)] were significantly higher in the control group by a value of 1.00 (P = 0.029). This 
means that the psychological distress levels of the solid tumor cancer patients were significantly 
higher after they received standard care only. The results of the paired t-test analysis on QOL 
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showed that there was no significant change in means and standard deviation from pretest scores 
[M(SD) =4.79(.426)] to posttest scores [M(SD) =4.93(.267)]  (P = 0.165).  
 
Table 3. Within Group Differences of Psychological Distress and Quality of Life 
Intervention Group 
Pre 
Mean (SD) 
 
 
Post 
Mean (SD) 
95% 
Confidence 
Interval of the 
Difference 
P 
value 
Lower Upper 
 Distress 5.86 (2.21) 3.36 (1.69) 1.49 3.51 0.000 
 QOL  4.71 (.611) 4.93(.277 .460 .031 .082 
 Control Group     
 Distress 4.07(2.64) 5.07 (2.76) -1.877 -.123 .029 
 
 QOL 4.79(.426) 4.93(.267) -.352 .0668 .165 
*Significant difference at level of significance of 0.05 
Hypothesis Testing 
Hypothesis 1.  Psycho-oncological education will reduce psychological distress.  
An independent t-test was used to make a comparison of the data of the psychological 
distress levels between the solid tumor cancer patients in the intervention group and control 
group (Table 4). A level of significance of 0.05 was used in the statistical analysis. 
The results of the independent t-test analysis showed that the difference of posttest scores 
of the psychological distress levels was significantly lower in the intervention group [M (SD) = 
3.36, (1.70)] compared to the control group [M (SD, = 5.23, (2.80)], (P  0.044).  Specifically, the 
posttest mean in the intervention group was significantly lower by 1.87 than the posttest mean of 
the psychological distress levels in the control group. This means that the psychological distress 
levels of the solid tumor cancer patients were significantly decreased after they underwent the 
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intervention of 60-minute session of psycho-oncological education compared to those that 
received standard care only.  
Since the results of the independent t-test was significant, a stepwise multiple regression 
was performed determine if age and treatment group predicted the psychological distress level of 
solid tumor cancer patients that received and completed chemotherapy with curative intent 
(Table 5). Age was entered in the first step and age and treatment group were added in the 
second step.  The results did not find a significant effect (P = 0.789). This means that the psycho-
oncological educational intervention did not predict psychological distress levels.  
Hypothesis 2.  Psycho-oncological education will improve quality of life  
An independent t-test of was used to make a comparison of the data of quality of life 
levels between the solid tumor cancer patients in the intervention group and control group (Table 
4). A level of significance of 0.05 was also used in the statistical analysis. 
The results of the independent t-test analysis showed no significant differences in posttest 
quality of life scores between the intervention group [M (SD) = 5.00(.000)], and the control 
group [M (SD) =4.93(.267)], (P = .327).  This means that the quality of life measures of the solid 
tumor cancer patients did not significantly increase after they underwent the intervention of 60-
minute session of psycho-oncological education compared to those that received standard care 
only.  
Table 4.Comparison of Psychological Distress and Quality of Life between Groups 
  Grouping N Mean (SD) P value 
Distress (post) Intervention 14 3.36 (1.70)  
.044 
Control 14 5.23 (2.80)  
QOL (post) Intervention 14 5.00 (.000)  
.327 
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Control 14 4.93 (.267)  
 
Table 5.  Stepwise Multiple Regression of Age and Psychological Distress 
 
Model Summary 
Model R R Square Adjusted R Square 
Std. Error of the 
Estimate 
1 .067a .004 -.014 2.435 
2 .076b .006 -.032 2.456 
a. Predictors: (Constant), Age 
b. Predictors: (Constant), Age, Treatment grouping (control) 
 
Coefficientsa 
Model 
Unstandardized 
Coefficients 
Standardized 
Coefficients 
t Sig. B Std. Error Beta 
1 (Constant) 3.900 1.405  2.776 .008 
Age .182 .374 .067 .486 .629 
2 (Constant) 3.890 1.418  2.744 .008 
Age .209 .391 .077 .536 .595 
Treatment grouping 
(control) 
-.185 .686 -.039 -.269 .789 
a. Dependent Variable: Distress 
Test of inter-item reliability  
Only one question was used from the WHOQOL-BREF; hence, Cronbach’s alpha was not 
computed to determine its psychometric properties.  
Outcomes 
Overall, the results suggest that psychological distress improved among the intervention 
group compared to the control group.  The results of the independent t-test showed that the 
psychological distress levels of the solid tumor cancer patients were significantly decreased after 
the 60-minute session of psycho-oncological education intervention compared to those who 
received standard care only. In addition, the results of the paired sample t-test showed that the 
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psychological distress levels of the solid tumor cancer patients were significantly lower after the 
intervention. The findings suggest that the implementation of a nurse-driven, psycho-oncological 
educational session decreased psychological distress levels among solid tumor cancer patients 
who have received and completed chemotherapy with curative intent. However, it should be 
noted while the results of the stepwise multiple regression suggests that the intervention did not 
predict levels of psychological distress, we were not powered on this statistical test and therefore 
may have been underpowered to detect an effect.  
No significant within group differences were found between pretest and posttest on quality 
of life. Although we were unable to improve quality of life levels based on this intervention, this 
finding may be the result of the study being powered only for the primary variable psychological 
distress and high baseline QOL scores. 
As a result of implementing the nurse-driven psycho-oncological education session and 
finding a statistically significant difference in mean scores with a favorable decrease in distress 
levels, it support Roy’s Adaptation Model which was the framework used for this project. By 
helping to reduce distress levels, patient are able to better cope and thereby adapt to manage or 
better deal with stressors (See Appendix B). The psycho-oncological education serves as an 
intervention to help expand each individual’s ability to enhance or influence adaptation, thereby 
enhancing personal transformation.  
 The findings from this project as it relates to psychological distress, paralleled the 
findings from Dolbeaut et al (2009), Ashing & Rosales (2014), Chambers et al (2013), Budin et 
al, (2008), Lee et al, (2014), Jones et al, (2013) and Dastan et al, (2012) in which the psycho-
oncological educational intervention reduced distress levels as a result of offering education to 
cancer patients. What is found to be interesting here is that despite where a patient was on the 
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illness trajectory (newly diagnosed, treatment phase, or post treatment phase), psycho-
oncological education is a successful intervention for lowering distress levels. Although two of 
the studies in the literature review revealed that patients experienced an improvement in quality 
of life as a result of an educational intervention, the psycho-oncological educational intervention 
in this project did not produce similar results. In both studies Bakitas et al, (2009) and Meneses 
et al, (2007), the sample sizes were significantly larger 322 and 256 respectively and therefore 
may have been better powered to detect changes in quality of life. In addition, in our project, the 
participants received only one educational session. However, in the Bakitas et al (2009) and 
Meneses et al, (2007) studies participants received a minimum of four face-to face educational 
sessions and participants had a longer time between receiving the educational intervention and 
having their QOL level being reassessed; therefore a higher dose of the intervention and longer 
time interval for assessment may have also produced a greater effect. Another major factor that 
may have impacted the lack of clinical and statistical significance relative to QOL is that at 
baseline participants in the intervention and control groups all rated themselves as having a high 
level of QOL; therefore a high level of QOL offered a limited opportunity for the psycho-
oncological educational intervention to improve QOL levels via a ceiling effect.  It is also 
important to consider that this project was not powered on quality of life as it was the secondary 
aim. Finally, we used the mean scores in this study for statistical analysis and evaluation of the 
impact of the psycho-oncological educational intervention. This statistical method parallels the 
statistical approach used in all eleven of the studies obtained from our literature search. Thus we 
deem it the best method to use in our analysis. Perhaps with further investigation in a study that 
is powered for QOL and a complete assessment of QOL using all of the domains of the 
WHOQOL-BREF (all twenty-four questions) that using the median might score may produce a 
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statistically significant result as it relates to the educational intervention and its impact on quality 
of life.  
       Establishing a standard for psychological distress screening and management at the 
organizational level includes the following benefits: (1) it meets accreditation standards 
established by the American College of Surgeons to ensure quality, multidisciplinary, and 
comprehensive cancer care delivery in health care settings, (2) it provides consistent and early 
recognition and detection of distress, (3) offers an opportunity to implement early appropriate 
evidenced-based interventions, (4) patients may experience decreased psychological distress and 
improved quality of life as a result of the educational intervention, (5) it may decrease cancer 
care cost to the organization and patient relative to psychological and physiological symptoms 
resulting from distress, and (6) it may better position the organization for seeking accreditation, 
and 7) follows national recommendations from the Institute of Medicine and the National 
Comprehensive Cancer Network Oncology Clinical Practice Guidelines.  
Because we found a statistically significant difference in psychological distress levels as 
a result of the intervention in this project, the data derived from this project may help Sibley 
Memorial Hospital achieve cost savings associated with decreased telephone triage calls, 
decreased readmission for poor self-management of late effects, and improved overall patient 
satisfaction.  The results presented here will lay the foundation for a larger scale implementation 
of a psycho-oncological education intervention. Sibley Memorial Hospital received an 
intervention manual that contained the evidence-based psycho-oncological education program so 
that this intervention can be continued with solid tumor cancer patients who have received and 
completed chemotherapy with curative intent. Training nurses to deliver the psycho-oncological 
intervention as a standard will enhance patient outcomes.  
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Strengths and Limitations 
 
Despite the meaningful outcomes this project may produce it is important to consider the 
strengths and limitations of the work. Since this project excludes patients with diagnosed 
psychiatric disorders and patients with lymphoma and leukemia, the results cannot be 
generalized to these populations. Another limitation of this project is that patients may have 
received other therapeutic interventions unknown to the investigator. These additional treatments 
may have acted as confounding variables and influenced the treatment outcomes. 
Randomization, however, was used to balance the effects of these confounding variables 
between the treatment and control groups.  Since this project was powered on the primary 
variable psychological distress, we may have been under-powered to detect differences on the 
secondary variable QOL. It is important to point out that the lack of clinical and statistical 
significance relative to improvement in QOL may also have been a result of participants rating 
themselves with a high level of QOL at baseline; thus creating a ceiling effect which may have 
limited the opportunity for the psycho-oncological educational intervention to improve QOL 
levels.  Finally, because we powered our sample on a t-test, we may have been under-powered to 
detect an effect in the multiple regression analysis of psychological distress. The strength of this 
project was providing data that supported the value of psycho-oncological education and its 
positive impact on psychological distress for patients at Sibley Memorial Hospital.  
Summary 
 
 This nurse-driven evidence-based intervention is a first-step to reducing psychological 
distress and improving quality of life among all solid tumor cancer patients. This project has 
provided pilot data for planning a larger psycho-oncological education program that fills a 
recognized need for these patients at Sibley Memorial Hospital. Recommendations from The 
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National Guidelines for Distress Management advise treating patients at times of vulnerability 
especially treatment termination (NCCN, 2014). Finally, at the beginning of the year 2015 the 
American College of Surgeons’ Commission on cancer required providers to treat patients for 
distress in order to meet accreditation standards. This project may help to achieve and further 
these recommendations and requirements. 
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Appendix A 
Table 1- Table of Evidence 
Authors(s) 
Year of 
Publication  
Purpose of 
Study 
Hypotheses  
Description 
of sample and 
setting: 
demographics  
Design, 
inclusion/excl
usion criteria 
Study 
Variables; 
measures/
instrumen
ts used  
Interventions  Findings 
 Conclusions/Li
mitations 
  
Budin, W., 
Hoskins, C., 
Haber, J., 
Sherman, D., 
Maislin, G., 
Cater,J., 
Cartwright-
Alcarese, F., 
Kowalski,M.,
McSherry,C.,
Fuerbach,R., 
Shukla,S 
(2008) 
To conduct a 
randomized 
controlled 
clinical trial of 
phase-specific 
evidence-based 
psychoeducation 
and or telephone 
counseling 
interventions to 
enhance 
emotional, 
physical, and 
social 
adjustments in 
patient with 
breast cancer  
and their 
partners. 
Researchers 
hypothesized 
that means 
and changes 
in emotional, 
physical, and 
social 
outcomes 
would be 
greater for 
both patients 
and partners 
in the 
intervention 
groups 
compared to 
those 
receiving 
standard 
care in the 
control 
group. 
Setting: 
Multi-Site 
New York 
Metropolitan 
area);            
Sample: N = 
249;  patient- 
partner dyads 
of women 
with breast 
cancer 
Design: 
Randomized 
control trial; 
Inclusion: 
patients with a 
breast lesion, 
with confirmed 
or suspected 
diagnosis of 
cancer, patient 
enrolled in one 
of the four 
oncology 
services who 
were part of 
the study, 
patients had no 
previous 
history of 
cancer, and 
patient 
identified a 
person most 
intimately 
involved in the 
breast cancer 
experience.  
Exclusion: any 
patient not 
expected to 
live for more 
than 6 months, 
diagnosed with 
a thought, 
mood or 
psychotic 
disorder, using 
psychotropic 
drugs, unable 
to attend eight 
weekly 2.5 
hour classes 
Independe
nt 
variables: 
Standardiz
ed 
Education 
& 
Telephone 
Counselin
g and 
Disease 
Managem
ent;  
Dependen
t 
Variables: 
stress & 
coping ; 
Measurem
ent Tool: 
Side 
Effect 
Distress 
Subscale, 
Psycholog
ical Well-
being 
Subscale, 
Physical 
Symptom 
Subscale, 
Overall 
Health 
Status 
PAIS 
Telephone 
Counseling 
by nurse 
interventionist
, Psycho-
oncological 
Education 
delivered via 
video & 
Disease 
Management 
provided by 
health care 
team 
members 
Adjusted 
mean side 
effect distress 
scores for the 
Disease 
Management 
Group 
increased 
from 19.5 at 
post surgery, 
21.6 at 
adjuvant 
therapy and to 
26.9 at 
ongoing 
recovery. In 
contrast the 
reverse 
pattern was 
observed 
among 
patients that 
received 
Psycho-
education and 
telephone 
counseling 
with adjusted 
mean values 
equal to 20.4, 
19.2 and 18.7, 
respectively at 
these same 
points. When 
the three 
treatment 
groups were 
pooled and 
compared a 
significantly 
greater side 
effect distress 
at ongoing 
recovery was 
reported for 
DM relative 
to the pooled 
treatment 
group (p = 
.02). 
Conclusion: 
Results provide 
preliminary 
support for the 
value of phase 
specific-psycho-
education and 
telephone 
counseling 
interventions to 
enhance 
adjustment 
outcomes for 
patients with 
breast cancer and 
their partners. 
These findings 
support the result 
of previous 
research that 
psychosocial 
intervention of 
any kind may 
lessen 
psychological 
distress.           
Limitations: 
demographic 
characteristics of 
sample 
homogenous 
which makes it 
difficult to 
generalize 
findings beyond 
this population. 
Internal validity 
may have been 
influenced by the 
process in which 
individuals were 
approached and 
asked to 
volunteer.  
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Authors: 
Chambers., S, 
Ferguson, M., 
Gardiner, R., 
Aitken, J., 
Occihipinit, S 
(2013) 
Purpose: 
To evaluate a 
psycho-
educational 
intervention 
aiming to reduce 
cancer-specific 
and decisional 
related distress 
and improve 
quality of life in 
men newly 
diagnosed with 
localized 
prostate cancer. 
Hypotheses: 
Researchers 
hypothesized 
that by 
contrast to 
men in usual 
care, those 
who 
received the 
educational 
intervention 
would have 
less decision 
and cancer-
specific 
distress, and 
better 
quality of 
life.  
Setting: 10 
outpatient 
sites across 
South & East 
Australia. 
Sample: N 
=740 men 
with low 
grade prostate 
cancer 
Design: 
Randomized 
Controlled 
Study;           
Inclusion: 
diagnosis of 
localized 
prostate cancer 
suitable for 
treatment with 
curative intent, 
no evidence of 
metastatic 
disease on x-
ray/scan, able 
to read and 
speak English, 
no history of 
head injury, 
dementia or 
psychiatric 
illness, no 
other 
concurrent 
cancer 
Research 
Variables 
Independe
nt 
Variables: 
psycho-
education 
Dependen
t 
Variables: 
cancer 
specific 
distress, 
decision 
related 
distress, 
cognitive 
judgment, 
subjective 
well-
being, 
health 
related 
quality of 
life & 
treatment 
side 
effects 
Measurem
ent Tool: 
Revised 
Impact of 
Event 
Scale 
(RIES), 
Memorial 
Anxiety 
Scale for 
Prostate 
Cancer, 
Decisional 
Conflict 
Scale- 
Revised, 
Construct
ed 
Meaning 
Scale, 
Satisfactio
n with 
Life 
Measure, 
SF-36 
Interventions 
1) 
Intervention: 
Five sessions 
of low 
intensity 
telephone 
delivered 
psycho-
education, on 
stress 
management, 
decisional 
support, 2) 
Usual Care  
standard 
medical 
management; 
Intervention 
delivered by 
nurses.             
Findings: 
Younger men 
with higher 
education and 
income who 
received the 
intervention 
improved on 
indices of 
cancer-
specific 
distress (p = 
0.008) and 
mental well-
being (p = 
0.006) twice 
as quickly as 
did other men. 
Conclusion: 
Study noted that 
the intervention 
was effective on 
important 
psychological 
outcomes and this 
benefit was 
evident over the 
long term in 
younger men. 
Limitations  
variables that 
may have 
uncovered the 
mechanism of 
effect of the 
intervention were 
not assessed 
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Authors: 
Dolbeaut, S., 
Cayrou, S., 
Bredart, A., 
Viala,A., 
Desclaux,B., 
Saltel,P.,Gauv
ain-
Piquard,A., 
Hardy, P, 
Dickes, P. 
(2009). 
Purpose: 
To evaluate the 
effects of a 
psycho-
educational 
group 
intervention in 
early stage 
breast cancer 
patients. 
Hypotheses: 
Researchers 
hypothesized 
that 
participants 
would 
experience a 
significant 
reduction in 
anxiety in 
those that 
received the 
intervention 
and an 
improvemen
t of patient’s 
adjustment 
strategies 
and quality 
of life 
profiles as a 
result of the 
group 
intervention.  
Setting: 
Three French 
Cancer 
Centers. 
Sample: N = 
203 women 
with early 
stage breast 
cancer.  
Design: 
Randomized 
Control Trial. 
Inclusion: 18 
or older, had 
completed 
primary breast 
cancer 
treatment, had 
no recurrence 
or metastases, 
had working 
knowledge of 
French, and 
had no 
psychiatric 
diagnosis or 
serious 
personality 
disorders. 
Research 
Variables 
Independe
nt 
Variables: 
psycho-
education. 
Dependen
t 
variables: 
anxiety 
and 
quality of 
life 
Measurem
ent Tools: 
State-Trait 
Anxiety 
Inventory 
(STAI) 
and 
EORTC 
core 
quality of 
life 
questionn
aire. 
Intervention: 
1) 8 weekly 2  
hour sessions 
of psycho-
education to 
include 
journaling, 
problem 
solving, 
cognitive 
restructuring, 
communicatio
n, role-play 
and relaxation 
techniques 
(experimental 
group) 
Control group 
(placed on a 
waiting list) 
Intervention 
delivered by 
psychiatrists 
and 
psychologists.  
Finding: 
Controlling 
for age and 
past 
chemotherapy
, a PEG 
intervention 
effect was 
clearly 
visible, as 
measured 1-
month post 
intervention 
on patients 
levels of 
anxiety, and 
on mood 
states, 
emotional and 
role 
functioning, 
fatigue and 
overall health 
status. 
Comparison 
of change 
scores 
between 
randomization 
arms revealed 
EORTC 
Health Status 
in 
intervention 
group as (p = 
0.086) and 
control group 
as (p = .302).  
Conclusion: 
Structured 
psycho-education 
facilitated lower 
levels of 
helplessness-
hopelessness or 
anxious 
preoccupation 
reflecting 
spontaneous 
psychological 
improvement 
over time. 
Limitations: lack 
of complete data 
for one-fifth of 
the patients at 
evaluation times 
weakens results, 
sample was too 
small to evaluate 
differences 
between 
participating 
therapists despite 
many efforts to 
ensure 
consistency of 
intervention 
delivery, and 
there was no 
comparison of 
participants to 
non-participants.  
L
e
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el 
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Authors: 
Jones, J., 
Cheng, T., 
Jackman, M., 
Walton, T., 
Haines, S., 
Rodin, G., 
Catton, P. 
(2013). 
Purpose: 
To test the 
effectiveness of 
a single session 
group psycho 
educational 
intervention 
compared with 
standard print 
material (usual 
care) 
Hypotheses: 
Researchers 
hypothesized 
that by 
providing a 
single 
session 
group 
psycho 
educational 
intervention 
there would 
be 
improvemen
ts in 
knowledge, 
feelings of 
preparedness 
for re-entry, 
self-efficacy, 
and level of 
distress. 
Setting: 
Princess 
Memorial 
Hospital 
Toronto, 
Canada. 
Sample: N = 
441 
Design: 
Randomized 
control trial; 
Inclusion: 
women 
outpatients at 
PMH, 
diagnosed with 
early stage (0-
III) breast 
cancer, 
receiving 
adjuvant 
radiation 
therapy as the 
last hospital 
based 
component of 
treatment, able 
speak, read and 
write English 
Exclusion: 
Research 
Variables 
Independe
nt 
Variables: 
psycho-
education,  
Novel 
Getting 
Back On 
Track 
(GBOT-
psycho 
education 
education) 
Dependen
t 
Variables: 
Distress, 
re-entry 
knowledg
e, 
Intervention: 
1) 
Intervention 
group 
received a 
discussion on 
Novel GBOT 
and education 
on self-
management, 
stress, 
treatment and 
radiation side 
effects, 
exercise 
techniques, 
diet, lifestyle, 
relationships, 
and resources 
(2) Control 
group 
received 
Findings: 
The 
intervention 
group showed 
improvements 
in their 
knowledge 
regarding re-
entry 
transition 
period (p= 
0.002), and 
preparedness 
(p=0.0001), 
no differences 
noted in 
health distress 
or mood.  
Conclusion: 
results support 
the effectiveness 
of providing a 
single session 
group psycho 
educational 
intervention as a 
first step 
approach to 
supportive care 
for women at the 
end of breast 
cancer treatment. 
Although there 
was no significant 
effect on health 
distress these 
findings may be a 
result of overall 
low distress 
scores at baseline. 
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metastatic 
disease and 
inpatient 
perceived 
preparedn
ess, self-
efficacy.  
Measurem
ent Tools: 
GBOT 
questionn
aire, 
Perceived 
preparedn
ess for re-
entry 
Scale, 
Self- 
Efficacy 
for 
managing 
chronic 
disease 
scale, 
Medical 
Outcomes 
Study 
Health 
Distress 
Scale, 
Profile of 
Mood 
States 
Scale-
Short 
Form 
Novel GBOT 
to 
independently 
read. 
Intervention 
delivered by a 
multidisciplin
ary team 
comprised of 
social 
workers, 
rehabilitation 
services, 
clinical 
nutritionist 
and nursing. 
Limitations: 
Randomization 
process did not 
result in equity 
between groups 
for educational 
level and receipt 
of chemotherapy 
at baseline. All 
participants 
received 
treatment at a 
large urban 
cancer center, the 
sample may not 
be broadly 
representative of 
patients with 
breast cancer in 
the general 
population.  
Authors: 
Lee, J., Park, 
H., Jung, D., 
Moon, M., 
Keam, B., 
Hahm, Bb. 
(2014). 
Purpose: 
To examine the 
effects of 
psychoeducation 
using a tablet 
PC on the 
reduction of 
distress in 
cancer patients. 
Hypotheses: 
Researchers 
hypothesized 
that the 
intervention 
(psycho-
education 
using a 
tablet) 
compared 
with control 
would result 
in significant 
differences 
in distress 
and quality 
of life. 
Setting: 
Outpatient 
Setting @ 
Seoul 
National 
University 
Cancer 
Hospital: N = 
36 
Design: 
Randomized 
Controlled 
Trial. 
Inclusion: any 
cancer patient 
between the 
ages 18-70 
who visited the 
daytime 
chemotherapy 
unit on their 
first day of 
treatment, had 
a scheduled 
follow-up 
appointment in 
three weeks, 
and scored 11 
or higher on 
the HADS. 
Exclusion: 
those with 
psychiatric 
services in less 
than a year and 
those taking 
psychotropic 
medications.  
Research 
Variables 
Independe
nt 
Variables: 
psycho-
education, 
scenic 
images 
with 
relaxing 
music.  
Dependen
t 
Variables: 
distress 
levels, 
Insomnia 
& 
Satisfactio
n. 
Measurem
ent Tools:  
Hospital 
Anxiety 
and 
Depressio
n Scale 
(HADS), 
Intervention: 
1) 
Intervention 
group- 20 
minute 
psycho-
education 
using a tablet 
PC 2. Control 
group- scenic 
images and 
relaxing 
music 
Findings: 
Compared 
with controls 
the 
intervention 
group showed 
a superior 3-
week clinical 
trajectory 
regarding the 
score changes 
of the HADS 
(distress 
measurement 
tool) U= 
69.0;p = 
0.006, IES U 
= 89.0 ; p 
=0.036 & 
Insomnia 
Severity 
Index total 
score U = 
82.5; p 
=0.021. 
intervention 
(Cohen's 
d=0.80) 
Conclusion: A 
tablet PC-based 
psychoeducation 
during 
chemotherapy 
infusion could be 
an effective 
treatment on 
managing 
depression, sleep 
disturbance, and 
quality of life in 
cancer patients 
suffering from 
distress. 
Limitation: 
unable to assess 
whether psycho-
education 
material was 
adequately 
delivered to each 
participant, some 
patients may have 
had difficulty 
concentrating for 
the full 20 
minutes.  
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MD 
Anderson 
Symptom 
Inventory 
(MDASI), 
Insomnia 
Severity 
Index 
(ISI), 
Impact of 
Event 
Scale-
Revised 
(IES-R). 
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Authors: 
Dastan, N., 
Buzlu, S. 
(2012). 
Purpose: 
To determine 
the effects of 
psycho-
education on 
levels of 
adjustment to 
cancer in stage 
I-II breast 
cancer patients. 
Patients after 
stoma surgery. 
Hypotheses: 
The levels of 
adjustment 
to cancer in 
patients who 
participate in 
psycho 
educational 
support 
group will 
increase 
after 
psychoeduca
tion. The 
levels of 
adjustment 
to cancer in 
patients who 
participate in 
the psycho 
educational 
support 
group will 
increase 
compared to 
those of the 
controls.   
Setting: 
Outpatient 
clinic at the 
Department of 
General 
Surgery at the 
Istanbul 
University  
School of 
Medicine, 
Sample: N = 
80 
Design: 
Randomized 
Controlled 
Trial Inclusion: 
18-65 years 
old, have 
histologically 
or nuclear 
proven breast 
cancer in stage 
I-II, have 
knowledge 
about the 
disease, have 
no metastasis 
and related 
active 
chemotherapy 
administration 
to reduce 
interaction 
affects, having 
a score of 70% 
or higher on 
the Physical 
Performance 
Scale, having a 
score of less 
than 20 on the 
HADS, having 
the ability to 
read in 
Turkish, 
having no 
hearing or 
perceptional 
problems, 
having no 
comorbid 
physical or 
mental 
diseases, 
psychosis, 
untreated 
major 
depression or 
personality 
disorders or 
both, having no 
family history 
of psychiatric 
morbidity and 
accepting to 
participate in 
the study. 
Research 
Variables 
Independe
nt 
Variables: 
psycho-
education 
Dependen
t 
Variables: 
Mental 
Adjustme
nt to 
Cancer 
(distress), 
health 
status, 
Measurem
ent Tools: 
Hospital 
Anxiety 
and 
Depressio
n Scale, 
Mental 
Adjustme
nt to 
Cancer 
Scale, 
Karnofsky 
Performan
ce Scale. 
Intervention: 
1) Nurse 
delivered 
psycho-
education 
(intervention 
Group) 2) 
Control 
Group- no 
program 
Findings: 
Means scores 
on the Mental 
Adjustment to 
Cancer Scale  
before 6 
weeks and 6 
months after 
the after the 
education for 
the 
experimental 
group 
revealed a 
statistically 
significantly 
decrease in 
mean scores 
on the sub 
dimensions of 
"anxious 
preoccupation 
(pre-
intervention 
p=0.189, p= 
0.000 post 
intervention) - 
and fatalism ( 
pre-
intervention p 
= 0.123, post 
intervention 
p= 0.000)" 
and a 
significant 
increase in 
mean scores 
on the sub-
dimensions of 
"helplessness/
hopelessness 
(pre-
intervention 
p=.324, and 
post 
intervention 
p= 0.000). 
Conclusion: 
Psychoeducation 
led to a change in 
levels of 
adjustment to 
cancer in breast 
cancer patients. 
Limitations: none 
identified 
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Authors: 
Anderson, B., 
Farrar, W., 
Golden-
Kreutz,D., 
Emery,C., 
Glaser, R., 
Crespin, T., 
Carson III, W. 
(2007). 
Purpose: 
To test whether 
a psychological 
intervention for 
cancer patients 
can reduce 
emotional 
distress and 
enhance 
increases in 
immune 
function. 
Hypotheses: 
Researchers 
hypothesized 
that a 
psychologica
l 
intervention 
might 
improve 
health by 
reducing 
emotional 
distress, and 
enhancing 
functional 
immunity. 
Setting: 
department of 
Surgery, 
Medicine and 
Comprehensi
ve Cancer 
Center at 
Ohio State 
University 
Sample: N = 
227 breast 
cancer 
patients 
 Design: 
Randomized 
Control Trial. 
Inclusion: 
newly 
diagnosed with 
regional breast 
cancer, had 
been surgically 
treated with 
breast 
conserving 
therapy or 
mastectomy, 
awaiting the 
start of adjunct 
therapy. 
Research 
Variables 
cancer 
related 
distress 
and 
emotional 
distress, 
Immune 
& Health. 
Measurem
ent Tools: 
The 
Impact of 
Events 
Scale 
(IES), The 
profile of 
Mood 
States 
(POMS), 
Blood 
separation 
and 
analysis, 
The 
Karnofsky 
Performan
ce Scale 
(KPS) 
Intervention: 
1) 
Experimental 
group 
received 
psycho-
education led 
by a 
psychologist 
and a health 
assessment 
(interviews, 
questionnaires 
& blood 
draws) 2) the 
control group 
received a 
baseline line 
assessment. 
Findings:  An 
effective 
psychological 
intervention 
can improve 
health. The 
intervention 
had both a 
direct and 
indirect effect 
by lowering 
the patient’s 
levels of 
emotional 
distress, the 
health 
outcomes 
were more 
positive. 
Study arm 
interacted 
with initial 
cancer related 
stress 
producing 
greater 
reductions in 
4-month 
Emotional 
Distress for 
intervention 
women with 
high initial 
levels of 
Cancer Stress. 
(z=2.11, 
p=.04).  
Conclusion: A 
psychological 
intervention 
yielding robust 
behavioral effects 
improved health. 
This was 
achieved, in part, 
through lowering 
emotional 
Distress. 
Limitations: 
No limitations 
identified.  
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Authors: 
Bredal, I., 
Karesen, R., 
Smeby, N., 
Espe, R., 
Sorensen, E., 
Amundsen, 
M., Aas, H., 
Ekeberg,O. 
(2014). 
Purpose: 
To determine 
whether a 
psycho 
educational 
intervention 
focusing on 
education, 
coping, 
progressive 
muscle 
relaxation and 
counseling had a 
better short-term 
and long-term 
effect compared 
with a support 
intervention 
among patients 
with primary 
breast cancer. 
Hypotheses: 
Researchers 
hypothesized 
that women 
with a 
pessimistic 
life 
orientation 
who had 
participated 
in a psycho 
educational 
group 
intervention 
would feel 
less 
helplessness/
hopelessness 
compared 
with those 
who 
participated 
in a support 
group.  
Setting:  
Two 
Norwegian 
Hospitals. 
Sample: 367 
women with 
early stage 
breast cancer 
Design: 
Randomized 
Control Trial. 
Inclusion: 
women 
between 18-70, 
who had 
undergone 
surgery for 
primary breast 
cancer with no 
metastases, had 
significant 
knowledge of 
the Norwegian 
language, had 
no psychiatric 
illness or 
dementia, 
wanted to 
participate in 
group 
interventions.  
Research 
Variables
: anxiety, 
depression
, 
emotional 
distress, 
coping, 
dispositio
nal 
optimism/
pessimism
. 
Measurem
ent Tools: 
Life 
Orientatio
n Test- 
Revised 
(LOT-R), 
Mini 
Mental 
Adjustme
nt to 
Cancer 
(Mini 
MAC), 
Hospital 
Anxiety 
and 
Depressio
n Scale 
Intervention: 
experimental 
group 
received 
education on 
stress 
management, 
health, 
problem 
solving-skills 
and 
psychological 
support.  The 
Support 
Group 
received 
routine breast 
cancer care, 
and 3 weekly 
2-hr 
discussion 
sessions on 
the women’s 
experiences 
and feelings. 
The support 
group also 
received 
information 
on their 
diagnosis and 
treatment. 
The education 
was provided 
by nurse 
specialist, a 
surgeon, a 
physiotherapi
st and a 
volunteer.  
Findings: 
Women in 
both groups 
showed 
improvement 
in emotional 
distress and 
coping over 
time. No 
significant 
differences, 
were found 
for emotional 
distress scores 
between the 
groups at any 
time point. 
This could be 
explained by 
both the 
support group 
and the 
psychoeducati
on group both 
focused on 
the emotional 
strain of 
diagnosis, 
treatment and 
provided 
psychological 
support. 
However, 
mental 
adjustment to 
cancer 
showed that 
the 
psychoeducati
on group 
exhibited 
more positive 
attitude at and 
6 months (P< 
.001) and less 
helplessness/h
opelessness 
(P=.01) at 2 
months  
compared to 
the support 
group.   
Conclusion: 
Both groups 
showed 
improvement in 
emotional distress 
and coping over 
time. However, 
the psycho 
educational group 
intervention 
yields benefits 
during the 
difficult period 
when patients 
receive adjuvant 
chemotherapy or 
radiotherapy. 
Limitations: 
Some content in 
the educational 
and the support 
group 
interventions 
were similar. 
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Authors: 
Ashing, K., 
Rosales, M. 
(2014). 
Purpose: 
To evaluate the 
effects of para-
professionally 
delivered, 
telephonic-based 
psycho-
educational 
intervention on 
depressive 
symptoms 
among Latina 
breast cancer 
survivors. 
Hypotheses: 
Researchers 
hypothesize 
that Latina 
breast cancer 
patients in 
the 
intervention 
condition 
would report 
less 
depressive 
symptoms 
compared 
with Latina 
breast cancer 
patients in 
the control 
condition at 
follow-up. 
Setting: 
telephone 
based 
intervention 
Sample: 199 
Latina breast 
cancer 
patients 
Design: 
Randomized 
Control Trial. 
Inclusion: 18 
years of age or 
older, 
identified as 
Latina, 
diagnosed 
within 1-6 
years with 
stage 0-III 
breast cancer, 
had at least one 
moderate 
distress and 
burden levels 
as measured by 
the Center for 
Epidemiologic
al Studies 
Depression 
scale and 
Functional 
Assessment of 
Cancer 
Therapy 
Breast. 
Research 
Variables
depressive 
symptoms 
Measurem
ent Tools: 
Center for 
Epidemiol
ogical 
Studies 
Depressio
n Scale  
Intervention: 
eight 40-50 
minute 
biweekly, 
psycho 
educational 
telephone 
sessions. 
Intervention 
delivered by 
culturally 
competent 
and bilingual 
paraprofessio
nal 
interventionist
.  
Findings: The 
intervention 
outcomes 
document an 
eight-point 
reduction in 
distress 
reaching both 
statistical and 
clinical 
significance 
from baseline 
(M= 23.5 SD 
=9.5) to (M 
15.7, SD 9.9), 
(p<0.001).  
Conclusion: This 
psycho-
educational 
telephonic 
intervention was 
successful in 
significantly 
reducing 
depressive 
symptoms among 
Latina breast 
cancer patients.  
Limitations: 
Despite 
randomization, 
the control 
condition 
reported less 
depressive 
symptoms at 
baseline 
compared to the 
intervention 
condition yet a 
closer look at 
Spanish language 
preferred Latino 
Breast Cancer  
patients shows a 
less dramatic, 
eight point 
difference 
between baseline 
means for the 
control and 
intervention 
conditions such 
that this 
difference falls 
within the SD of 
the mean scores 
for both 
conditions. 
Therefore the 
observed score in 
the intervention 
condition helps to 
more 
meaningfully 
reveal the 
effectiveness of 
the intervention. 
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Authors: 
Bakitas, M., 
Lyons, K., 
Hegel, M., 
Balan, S., 
Brokaw, F, 
Seville, J, 
Hull, J., Li, 
Z., Tosteson, 
T., Byock, I., 
Ahles, T., 
(2009). 
Purpose: 
To determine 
the effect of a 
nursing-led 
intervention on 
quality of life, 
symptom 
intensity, mood 
and resource use 
in patients with 
advanced 
cancer. 
Hypotheses: 
Researchers 
hypothesized 
that patients 
exposed to 
this 
intervention 
soon after a 
new 
diagnosis of 
advanced 
cancer 
would 
become 
informed, 
active 
participants 
in their care 
and would 
experience 
improved 
quality of 
life and 
mood, 
symptom 
relief, and 
lower 
resources 
use over the 
course of the 
illness 
compared 
with patients 
who 
received 
usual care. 
Setting: 
National 
Cancer 
Institute 
designated 
Comprehensi
ve Cancer 
center in New 
Hampshire 
and affiliated 
outreach 
clinics and a 
VA medical 
center in 
Vermont. 
Sample: 322 
patients with 
advanced 
cancer 
Design: 
Randomized 
Control Trial. 
Inclusion: 8-12 
weeks of new 
diagnosis of 
gastrointestinal 
tract, lung, 
genitourinary 
tract and breast 
cancer. 
Exclusion: 
impaired 
cognition, Axis 
I psychiatric 
disorder, active 
substance use 
Research 
Variables
Quality of 
Life, 
Symptom 
Intensity, 
Mood. 
Measurem
ent Tools: 
Functional 
Illness 
therapy 
for 
palliative 
Care, 
Edmonton 
Symptom 
Assessme
nt Scale, 
Center for 
Epidemiol
ogical 
Studies 
Depressio
n Scale 
Intervention: 
multi 
component 
psycho 
educational 
intervention 
conducted by 
advanced 
practice 
nurses 
consisting of 
4 weekly 
educational 
sessions and 
monthly 
follow-up 
sessions. 
Control 
Group: usual 
care includes 
unrestrictive 
oncology 
support 
services 
including 
referral to 
palliative care 
service. 
Findings: 
estimated 
treatment 
effects for all 
participants 
were a mean 
(SE) of 4.6 
(2) for quality 
of life (P = 
.02), -27.8 
(15) for 
symptom 
intensity (P = 
.06), and -1.8 
(0.81) for 
depressed 
mood (P = 
.02). 
Conclusion: 
Compared with 
participants 
receiving usual 
oncology care, 
those receiving a 
nurse-led 
palliative care 
focused 
intervention had 
higher scores for 
quality of life and 
mood. 
Limitations: 
limited ethnic and 
racial 
representation; 
hence need to 
replicate this 
study with more 
diverse 
populations. 
Intervention 
delivered by 
phone- in person 
interactions may 
have produced a 
more robust 
effect. 
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Authors: 
Meneses., K, 
McNees, P., 
Loerzel, V., 
Su,X., 
Hassey, L. 
(2007) 
Purpose: 
To examine the 
effectiveness of 
a psycho 
educational 
intervention on 
quality of life in 
breast cancer 
survivors in 
post-treatment 
survivorship. 
Hypotheses: 
Researchers 
hypothesized 
that the 
effects of 
breast cancer 
educational 
interventions 
would 
improve 
overall 
quality of 
life. 
Setting: An 
academic 
center 
collaborating 
with a 
regional 
cancer center 
in the 
Southeastern 
United States.  
Sample: 256 
breast cancer 
survivors 
Design: 
Randomized 
Control Trial. 
Inclusion: at 
least 21 years 
of age, 
histologically 
confirmed 
stage 0-II 
breast cancer 
and no 
evidence of 
local 
recurrence or 
metastatic 
disease, within 
one year of 
diagnosis, who 
had surgery at 
least one 
month before, 
who received 
radiation 
therapy or 
chemotherapy 
to recover from 
acute treatment 
side effects, 
able to 
communicate 
English.  
Research 
Variables
Quality of 
Life, 
physical, 
psycholog
ical, 
social, and 
spiritual 
well-
being.  
Measurem
ent Tools: 
The breast 
cancer 
treatment 
and socio-
demograp
hic data 
tool, 
Quality of 
Life 
Breast 
Cancer 
Survivors 
Intervention: 
three face-to-
face 
educational 
sessions and 
five monthly 
follow-up 
sessions 
(three by 
phone & two 
in person) 
follow-up 
sessions. 
Control 
Group: four 
monthly 
attention 
control 
telephone 
calls and 
breast cancer 
education at 
month 6.  
Findings: No 
Differences in 
QOL at 
baseline, 
experimental 
group 
reported 
improved 
QOL at three 
months and 
continued 
maintenance 
of QOL at six 
months 
whereas the 
control group 
reported a 
significant 
decline in 
QOL at three 
months. At 
month 2 the 
experimental 
group 
reflected 
significantly 
superior 
overall QOL 
scores 
compared to 
baseline 
scores 
(p<0.001) and 
at month 6 
overall QOL 
in the 
experimental 
group 
remained 
significantly 
better 
compared to 
baseline (p 
<0.001). 
Conclusion:  
The breast cancer 
educational 
intervention was 
an effective 
intervention in 
improving QOL 
during the first 
year of breast 
cancer 
survivorship. 
Limitations: 
Portions of 
intervention 
delivered by 
phone, other 
delivery systems 
for 
psychoeducation 
could impact the 
effect.  
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Appendix B 
Figure 1. Theoretical Framework 
 
Roy’s Adaptation Model 
Focal Stimulus
Cancer Diagnosis)
Coping Processes
Psycho-Oncological 
Education Program 
Roy's Adaptation Model
Environmental, Coping & 
Adaptation
Adaptation 
Improved QOL & 
decreased stress
Distress= maladaptation 
& decreased QOL
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Appendix C 
 
Psycho-Oncological Intervention Educational Material 
 
Educational Topic:  Stress management, late effects & Social re-integration 
 
Typically Presented:   Completion of Chemotherapy/Radiation treatment    
 
Developed by: Laura Hendricks – Jackson, MSN, RN, OCN, Scholarly Cited references include: 
Cancer.net. http://www.cancer.net/survivorship/long-term-side-effects-cancer-treatment, 
National Cancer Institute at National Institutes of Health 
http://www.cancer.gov/cancertopics/factsheet/Risk/stress , NCCN 
http://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf ASCO, Mitchell, S., Beck, 
S., PhD, Hood, L., Moore, K., Tanner, E. Evidence-based Interventions for fatigue during and 
following cancer and its treatment 
 
Teaching Methods: (Lecture, Small Group or Individual education) 
  
Materials Needed: predesigned (ASCO) handouts,  
 
Objectives:  By the end of this session, the participants will be able to: 
 Recognize and verbalize potential stressors 
 Identify coping mechanisms for stress 
 Discuss strategies for social re-integration  
 Identify general late effects  
 
Topic CONTENT/LEARNING ACTIVITY 
 Introduction 
 
 Review the Objectives with participants 
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Stress 
Management 
Stress Defined 
 
Define stress & give examples 
 
   In medicine, the body’s response to physical, mental, or emotional pressure. Stress causes 
chemical changes in the body that can raise blood pressure, heart rate, and blood sugar levels. It 
may also lead to feelings of frustration, anxiety, anger, or depression. Stress can be caused by 
normal life activities or by an event, such as trauma or illness. Long-term stress or high levels of 
stress may lead to mental and physical health problems (NCI/ASCO). 
 
Explain Body’s Response to stress 
The body responds to physical, mental, or emotional pressure by releasing stress hormones 
(such as epinephrine and norepinephrine) that increase blood pressure, speed heart rate, and 
raise blood sugar levels. These changes help a person act with greater strength and speed to 
escape a perceived threat. 
Research has shown that people who experience intense and long-term (i.e., chronic) stress can 
have digestive problems, fertility problems, urinary problems, and a weakened immune system. 
People who experience chronic stress are also more prone to viral infections such as the flu or 
common cold and to have headaches, sleep trouble, depression, and anxiety (NCI/ASCO) 
Describe Potential Stressors 
 
 Log-term side effects of treatment 
 Financial costs associated with care 
 Caregiving/Spousal interactions 
 Returning to work 
 Maintaining/re-establishing relationships 
 
 
Describe Coping Strategies (NCI/ASCO) 
 Get frequent exercise (Moderate exercise such as a 30-minute walk, swim, or 
bike ride lowers stress when done at least several times a week (NCI/ASCO). 
Talk with your doctor before starting an exercise regimen (schedule). 
 Eat well & get plenty of sleep (Choosing to eat a diet filled with fresh fruits and 
vegetables and other unprocessed, low-fat foods helps cancer survivors regain 
strength after treatment. Nutritious eating can also reduce the risk of heart disease, 
high blood pressure, obesity, and diabetes. In addition, recent research suggests that 
some cancer survivors who make healthy food choices may have a lower risk of 
recurrence and live longer. Although most of these studies have focused on breast 
cancer, researchers have also noted these benefits in survivors of colon cancer and 
prostate cancer who eat healthy diets. According to many experts, the types of foods 
recommended to help prevent cancer are the same ones that protect against cancer 
recurrence. These experts recommend eating plant-based foods (such as fruits, 
vegetables, and whole grains), lean protein, and low-fat dairy products, and avoiding 
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highly processed foods and red meats as much as possible (NCI/ASCO) 
 Write in a journal. Writing about the stresses and events in your life provides a 
private way to express your feelings. Write what’s on your mind, can be on paper, 
electronic, videotaped or audiotaped. Make journaling a part of your daily routine. 
Early research into the benefits of expressive writing for people with cancer found 
that women with breast cancer who wrote about their deepest thoughts and feelings 
reported the fewest symptoms and had the fewest unscheduled visits to their doctors. 
A more recent study showed similar benefits in reducing symptoms and improving 
physical function for people with kidney cancer who did expressive writing 
exercises. Another study, published in 2008, showed that even one 20-minute 
writing session may be enough to change the way people with cancer think and feel 
about their disease almost immediately (NCI). 
 Join a support group (Support group may help you receive emotional and 
educational support throughout your cancer experience. Many types of support 
groups are available; consider your needs and personality to decide which type may 
be best for you. A variety of people, organizations, and other resources can help you 
find a support group. Provide participants with resources from NCI 
American Cancer Society 
404-320-3333 
Toll Free: 800-ACS-2345 
TTY: 866-288-4327 
http://www.cancer.org 
FDA Cancer Liaison Program 
1-888-INFOFDA 
http://www.fda.gov/ForConsumers/default.htm 
 
National Cancer Institute (NCI) 
301-435-3848 
Toll Free: 800-4-CANCER  
TTY: 800-332-8615 
http://www.cancer.gov 
 
National Comprehensive Cancer Network 
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215-690-0300 
http://www.nccn.com 
 
 
Late Effects Define Late Effects (ASCO) 
A late effect is a side effect that occurs months or years after cancer treatment. Many people 
who have received treatment for cancer have a risk of developing long-term side effects, 
and the evaluation for and treatment of these is an important part of survivorship care. 
Almost most any type of treatment can cause late effects. Some patients will develop late 
effects while others may not be impacted by them. 
Common late effects (include not limited to) 
 Fatigue. (explain) Fatigue is a persistent feeling of physical, emotional, or mental 
tiredness or exhaustion. It is the most common side effect of cancer treatment, and 
some cancer survivors experience fatigue for months and sometimes years after 
finishing treatment. Manage through exercise and report to physician (may need 
fatigue screening). (Mitchell et al, 2007-ONS) Self- monitoring of fatigue levels, 
energy conservation (pace, set priorities, schedule activities at peak times of energy) 
NCCN Clinical Practice Guidelines 
 Emotional Difficulties (explain) Cancer survivors often experience a variety of 
positive and negative emotions, including relief, a sense of gratitude to be alive, fear 
of recurrence, anger, guilt, depression, anxiety, and isolation. Cancer survivors, 
caregivers, family, and friends may also experience post-traumatic stress disorder, 
an anxiety disorder that may develop after experiencing an extremely frightening or 
life-threatening situation (ASCO). Encourage patients to openly report symptoms. 
Most patients report physiological symptoms but are limited with reporting 
psychological symptoms. Unmanaged emotional difficulties can lead to  
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Social Re-
integration 
Social Re-integration 
Relationships & Returning to work 
Personal Reflection: Re-evaluating old patterns and priorities. Some survivors look at their 
cancer experience as a “wakeup call” and begin to ask questions like: Are my current roles in my 
family or as a friend fulfilling? Does my job make me happy or am I just doing what other people 
expect me to do? What are the most important things in my life now? Opportunity to reflect and 
establish meaningful relationships, use reflection and journaling as an approach to capture ideas 
about these thoughts, work to establish meaningful relationships (ASCO) 
Returning to Work : Determine appropriate time (discussion between you & your health 
care provider), set up a telephone or face to face meeting to establish a “transition plan” 
discuss accommodations that you may need, keep  
Planning to take small breaks throughout the day to help maintain your energy level, Use 
lists and reminders or setting meeting and task alarms on your office e-mail system, 
schedule frequent meetings with your manager to talk about the transition and make any 
necessary changes or adjustment, decide what you want to share with your co-workers in 
advance, consider small private conversations (ASCO). 
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